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Analysis Shows Common Themes In Post-Discharge Suicide

In October, 2019, the Joint Commission conducted an analysis of 19 reported sentinel events related to
suicide within 72 hours after discharge, some themes emerged:

e Almost all reported that a risk assessment was performed prior to discharge and most
patients had an appointment scheduled for follow up or a recommendation for follow up care.

« The patients that were assessed at discharge were identified as low or moderate risk for
suicide.

« Patients that were not assessed for suicide risk were usually admitted for a non-behavioral
diagnosis.

« In all cases there was a triggering event that occurred after discharge, such as conflict with a
family member, or a risk that was not identified, such as firearms at the residence, that led to or
contributed to the patient’s suicide.

Read full article here



http://www.jointcommission.org/resources/news-and-multimedia/blogs/leading-hospital-improvement/2019/10/analysis-of-patient-suicides-within-72-hours-of-discharge/

ECRI Releases 2021 Survey of Patient Safety Concerns

ECRI has released the results its 2021 survey of pa-
tient safety concerns, and accompanying guidance.

The report finds that the top three areas of concern
for patients are:

1. Racial and ethnic disparities in health care

.

2. Emergency preparedness and response in aging A J‘W/
services SPECIAL REPORT

3. Pandemic preparedness across the health TOp 10 Patient Safety
system.

Concerns 2021

Download ECRI’s report here.

Maine Makes Top 10 in Rankings of ER Use by State

Becker’s Healthcare published a review of data collected by Kaiser Family Foundation from American
Hospital Association Annual Surveys between 1999-2019, and found that in 2019, Maine ranked 7th
among the 50 US states in emergency room (ER) visits per capita.

In 2019, the national ER Vvisit rate was 437 per 1,000 residents, compared to Maine, which saw 537 ER
visits, with New Hampshire close behind at 524 ER visits/1,000 people.

Read the full review here.

By the Numbers: State of Maine top sentinel events for the past 5 years
DLC staff recently performed an analysis of sentinel events that occurred in Maine over the past five years,
and found:

+ Pressure ulcers were the top reported event all 5 years

+ Falls were the second highest reported event all 5 years

+ The other events listed took turns where they placed in the top 5
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——FALL a4 43 47 56 59
uD48 31 32 23 32 18
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—ut 13 9 9 13 24
—pU 55 84 75 154 126
——WSS 16 15 9 15 10
——RFO 9 8 9 i) 10
——MED EVENT 6 9 4 6 13
——PHYS ASSAULT 4 2 10 12 8
——PLOF 6 4 5 9 6
——SEX ASSAULT 3 2 0 15 6



https://www.kff.org/other/state-indicator/emergency-room-visits-by-ownership/?currentTimeframe=0&sortModel=%7B%22colId%22:%22Total%22,%22sort%22:%22desc%22%7D
https://ams.aha.org/eweb/DynamicPage.aspx?WebCode=ProdDetailAdd&ivd_prc_prd_key=165f9fbf-d766-40a9-96a6-a212aed366bb
https://ams.aha.org/eweb/DynamicPage.aspx?WebCode=ProdDetailAdd&ivd_prc_prd_key=165f9fbf-d766-40a9-96a6-a212aed366bb
https://www.beckershospitalreview.com/rankings-and-ratings/states-ranked-by-er-visit-rate-2.html?origin=QualityE&utm_source=QualityE&utm_medium=email&utm_content=newsletter&oly_enc_id=5223F5608990B6Z
https://www.iccs-home.com/news/2021/3/16/ecri-top-patient-safety-concerns-for-2021-include-multiple-infection-risks
https://www.iccs-home.com/news/2021/3/16/ecri-top-patient-safety-concerns-for-2021-include-multiple-infection-risks
https://www.ecri.org/top-10-patient-safety-concerns-2021

Learning from Experience: Preventing pressure ulcers

DLC is sharing findings from recent root cause analysis’ submitted by licensed health care facilities to
provide information that Maine health care facilities have found useful in preventing sentinel events.

Preventing Pressure Ulcers

Create a multidisciplinary process to standardize the care provided to patients with external fixators
by developing a power plan for external fixators that includes mobility and skin care that are based
on best practices for those devices

Add daily management system boards to each nursing unit to ensure identification of safety issues,
improve patient/family communication, improve staff-to-staff communication, and facilitate effective
patient safety interventions

Educate staff on Shrinker use: purpose of shrinker therapy, wear schedule, how to don/doff
shrinker, skin checks

Rules Review: Developing thorough and credible root-cause analysis (RCA)

The State of Maine DHHS requires that root-cause analysis (RCA) for sentinel events must meet two
essential standards of thoroughness and credibility. Details of these standards are included in the Rules
Governing the Reporting of Sentinel Events, pages 13-14.

The relevant rules state:

4.3.4.3 Evidence of evaluation of the corrective actions implemented as a result of the similar event or

events.

4.3.4.4 Evidence of communication with the receiving facility in the event of an inter-facility transfer.

4.3.4.5.1 Where improvement actions are planned, identification of who is responsible for

Implementation, when the action will be implemented (including any pilot testing), and

how the effectiveness of the action will be evaluated.

4.4.2.4 ltincludes the consideration of any relevant literature.
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